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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63-005070
DEP A L] F B AND W
DO NOT WRITE Rm:;:m mY u:&a:::i::;mi: No. :‘:A_':_E._/A_Primlry Registration District Nﬁa,l.? Registrar's No. 71 STATE FILE NUMBER .

ON THIS STUB
m 7. USUAL RESIDENCE (Where ducossed Tived. IF imtitufion; Residence befors

VS 300 a. COUNTY Alldr 1n .a. STATE mssourih. COUNTY Auerig asdmission}

Rev. 4/59 b. CITY (If outside corporate himits, give TOWNSHIF only) Length of stay in 1b c. CITY Inside Limits

OR OR
town  Rugh Hill Years TOWN paah H11l1 Ya ] No[J
* c. FULL NAME OF {If NOT in hospitel, giva location) | Inside Limits d. STREEY {If outside, give location) Reside on Farm

1
-—9—0:'—9—- HOSPITAL OR . ADDRESS
%0040 INSTIUTION Center 8%, RR Cro ve@ nen | - -- - Center Street ’ [Ye DO N )T

3 - 3. NAME OF DECEASED Firsr Middle Last 4. DATE - Month Day Year
{Type or print)

— ' ROBERT EUGENE  FI oM Peb, 27 1963

5. SEX 4. COLOR OR RACE 7. Morried [1  Never MarriedX] 8. DATE OF BIRTH | 9. AGE (last birthday) |IF UNDER I YEAR | IF UNDER 24 HR

Widowed pi od Months Days Hours Min.
Male White idowed O3 ivorced (] 8_21_‘4'7 15
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNIRY

duzipg mosj of working life, even if retired)
Btuden MBxico, Migsouri
t3a. FATHER'S P!AME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Albert Fisher Georgle Kers None

15. WAS DECEASED EVER IN U).5. ARMED FORCT 17,1 NT Address

(Yesm or unknown)' |(I'F yes, give war or dates Albe

“18. CANUSE OF DEATH {Enter only one cause per v Tor [ag oy ana (o ITERVAL BETWEEN
T |. DEATH WAS CAUSED BY: COINSET AND DEATH

DATE AMENDED

IMMEDIATE CAUSE (»)

Conditions, if uny,] " DUE TO {b) ‘\% 'M M

DOCUMENT

which gave rise to
above cause (a),
stating the under-
Iying causs last

DUE TO (¢}

PART {l. OTHER SIGNIFICANT CONDITEONS CONTRIBUTING TO DEATH Sut nat related to the terminal PART LIl If deceased was female wai
disease condition given in PART I (a) there a pregnancy in last 30 dayna

’DYuI‘DNuI [ Unknowr

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of. injury In PART | or PART Il of item 18.)
PERFORMED? W m} s] . . .
YES[] NONI . R .

“Fx. TIE GF  Four  Wenh, Day, Yeur v
a.Mm.
Sov v Em TSy

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AY WORK (J rm, factory, street, office bidg., etc.} .
NOHWALERT WO Y | T AN, Mg Ranshh Wl hobtov  pisoqud

- - " her
21. 1 attended the decessed from W N | ‘1-' to. and last saw hlm alive on.
Death occurred at. 5 b W+ 'h m on tha date stated abaove, and to the best of my knowledge, from the causes :fmd

mi

)
=
O
5
)
<L
LU
1=
<
ol.L
S |0
HD
= |
w |ip
T [2
Iz
=z
O
o
e
4
=
(al
zZ
3
P,

MEDICAL CERTIFICATION

BON

USE BLACK INK
OR
R
a

225. SIGNATURE {Degree or title) 22b. ADDRESS 22c. DATE SIGNEL

O Waar® Ty W, Torean | BabiTe, Fo g, | 343

23a. BURIAL, CREMATION, | 23b. DATE A 3. NAME OF CEMETERY OR CR MATORY 23d. LOCATION (City, town, or county) (Stare)
oV Sppcify)
. Barial " |3.1-1963 | Leddonla Cemetery Laddonia
24. . FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26, GIETRAR'S SIGHATURE
Arnold Funeral Home Mexico, Mo|Maned 1-1%¢3 %gﬁg

(L d Embalmar’s § on Reverse Side}

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




-
. -~

STATEMENT. BY LICENSED EMBALMER

¢ ’ ‘ .t

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

" or by Student Embalmer No,__————

working under my personal supervision.

Ut B s i . ’
Student e i
Signature of Student Embalmer

. Licensed Embalmer No. :Z é f Y/,
Wz P. O. Address m@ ot %_Y_

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above consmufes wgrounds for revocation of license).
-7 If*embalmed’ by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above. *

L . ! ) - : 4




